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Mr. Chairman, Ranking Member, and other Members of the Committee, 
 
Thank you for holding this important hearing about aging Americans.  I am the Executive 
Director of AMDA – The Society for Post-Acute and Long-Term Care Medicine.  We are the only 
medical specialty society representing the community of over 50,000 medical directors, 
physicians, nurse practitioners, physician assistants, and other practitioners working in the 
various post-acute and long-term care (PALTC) settings. The Society’s 5,500 members work in 
skilled nursing facilities, long-term care and assisted living communities, CCRCs, home care, 
hospice, PACE programs, and other settings.  Our testimony focuses on our key priorities within 
the jurisdiction of the Ways and Means Committee. 
 
Antipsychotics 
 
The therapeutic goal of the use of antipsychotic medications is to treat psychosis versus 
nonspecific agitation or other forms of lesser distress and thus improve the patient’s quality of 
life. We strongly condemn the abuse of antipsychotics. However, we strongly urge lawmakers to 
ensure that the critical decision to reduce and/or eliminate medications is one based on 
diagnosis, evidence, and thorough evaluation of patient welfare.  
 
Medication therapy for nursing facility patients is often complex. Since antipsychotic medications 
are all psychoactive medications, they are potentially dangerous, and none have been FDA 
approved to treat dementia-related behaviors. The use of antipsychotic medications should be 
limited to treating dementia-related behaviors that are unresponsive to conservative management 
and only done after thoughtful evaluation, identification of appropriate indications, and 
consideration of the benefits and risks involved. 
 
That being said, in non-emergent situations, non-pharmacologic interventions should be 
considered first. Non-pharmacologic interventions may be successful by addressing underlying 
causes and factors contributing to behavioral symptoms. The practitioner’s evaluation of 
behavioral symptoms should include a detailed review of a patient’s symptom history and a 
careful assessment of the circumstances in which problematic behavior occurs as a basis for both 
medication treatment and non-pharmacological interventions. Abnormal behavior is often an 
expression of unmet needs or symptoms, including pain, constipation, negative responses to 
noise, or interaction with other individuals. A considerable effort needs to be expended to identify 
the patient’s unstated symptoms or needs, since many agitated dementia patients will not be able 
to express them. 
 
We will continue to collaborate with Congress and the Centers for Medicare & Medicaid Services 
to create educational tools and programs to promote the broad and appropriate implementation 



of non-pharmacological techniques and pharmacotherapy to manage behavioral and 
psychological symptoms of dementia throughout the long-term care continuum.  
 
Telemedicine in the Nursing Home   
 
The use of telehealth in the skilled nursing facility setting is an important tool for clinicians and 
long-term care facilities to improve care through innovation. Currently, nursing homes operate 
multiple telehealth models, several of which involve training existing nurse staff to recognize 
events which might prompt an emergency room transfer and instead use telehealth tools for a 
comprehensive consult with an off-site provider. Such consults have proven to save Medicare 
millions of dollars and improve patient care by avoiding unnecessary hospitalizations. AMDA 
supports the ongoing testing of such models and in particular recommend several critical changes 
to improve access to telehealth in the skilled nursing facility.   
 
First, Medicare currently restricts the use of telehealth to once per month for purposes of 
Medicare billing – the only restriction of its kind in Medicare. We are concerned that this 
limitation stifles innovation and use of telehealth in the PALTC setting. Demonstration projects, 
such as CMS’ Initiative to Reduce Unnecessary Hospitalization’s Among Long-Stay Nursing Home 
Residents, have used telehealth more frequently than once a month and have shown positive 
results. Similar demonstrations that provide waivers to these rules have shown positive results 
and we believe should be adopted in the Medicare program. Rather than using an arbitrary 
limitation on visits, CMS should allow for the use of these services when they are medically 
necessary, as is the case for face-to-face visits in the nursing home setting. 
 
Second, we support legislative efforts that build on existing practice and establishes a skilled 
nursing facility (SNF) based “Provision of Preventive Acute Care and Hospitalization Reduction 
Program,” to allow medical professionals such as geriatricians/long-term care providers, who are 
skilled at providing care to this fragile population, to provide telehealth services.  It is our hope 
that such a program would include requirements that conform with current long-term care 
setting practices regarding staffing and hours. 
 
Nursing Home Physician Medical Director Registry 
 
Under current law and regulation, all nursing homes are required to have a physician medical 
director to be responsible for the implementation of resident care policies, and the coordination 
of medical care in the care community.  However, the Centers for Medicare & Medicaid Services 
(CMS) does not keep any record of nursing home medical directors, and most residents and their 
families are unaware that medical directors exist or what role they play in their health care.  We 
believe that CMS should begin keeping a record, by name, of each of the designated medical 
directors and associate medical directors of the nation’s nursing homes and make this 
information available to the public.  
 
In addition, CMS has not directed nursing homes to submit to a CMS national, regional, or state 
office the name(s) of their medical directors, or to notify CMS when that position changes. While 
many nursing homes may indeed engage their medical directors appropriately, other nursing 
homes may not, and still others may have medical directors in name only. A simple step toward 
closing this gap and, at a minimum, revealing inconsistencies in medical director coverage, is for 



CMS to maintain a current, national record of nursing home medical directors, tied to the care 
communities they serve. 
 
We believe this small action, which could be undertaken by administrative action or statute, will 
yield significant benefits for nursing home residents specifically around the health care they 
receive.  An actively engaged medical director, in addition to fulfilling the regulatory 
requirements of the role, can contribute significantly to important improvements in the nursing 
home environment. These include reducing staff turnover, empowering clinical staff to practice 
up to their full scope, implementing a robust, systematic quality improvement process, reducing 
avoidable hospitalizations, implementing an effective antibiotic stewardship program, improving 
staff compliance with seasonal immunizations such as flu vaccinations, and many others. 
 
The Patient Choice and Quality Care Act 
 
Last Congress we supported bicameral and bipartisan legislation entitled, the Patient Choice & 
Quality Care Act Care Planning Act (H.R. 2797).  The bill created a new model, much of which has 
been adopted administratively, to allow an interdisciplinary team to provide early palliative care 
and management services to eligible individuals in a variety of settings including a skilled nursing 
facility.  The bill also directed the Secretary of the Department of Health and Human Services 
(HHS) to develop quality metrics to increase coordination and alignment between the public and 
private sector with respect to quality measures regarding advanced illness, palliative, and end-of-
life care.  Finally, the bill required facilities, including SNFs, to have documented care plans that 
include any advance directives or portable treatment orders made while the individual received 
care by the provider.  The plan must be sent to the individuals primary care provider upon 
discharge and any facility to which the individual is transferred. We strongly support this bill and 
encourage the Congress to consider and enact it.  
 
AMDA looks forward to the opportunity to work with the Committee in the future on the 
important issue of caring for aging Americans in the PALTC continuum. 


